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Ebola in urban slums: 
the elephant in the room
A host of factors has been cited as 
causes of the current Ebola virus 
disease (EVD) epidemic in west Africa: 
local cultural practices, poverty, 
inadequate health infrastructure, 
and the region’s recent strife-filled 
history. These factors alone, however, 
cannot completely explain the 
epidemic’s uncontrolled nature. There 
is an “elephant in the room” in the 
international discourse concerning 
this epidemic: urban informal human 
settlements or slums.
The UN deﬁ nes slums as settlements 
with inadequate access to safe water, 
sanitation, and other infrastructure; 
poor structural housing quality; over-
crowding; and insecure residential 
status.1 These conditions are the 
perfect breeding ground for EVD. 
Previously reported outbreaks of EVD 
occurred in rural and geographically 
isolated communities.2–6 The pre sumed 
introduction of the virus to the slums 
of Kenema and Freetown in Sierra 
Leone has undoubtedly augmented its 
spread.7 Sierra Leone is urbanising at a 
rate of 3% each year, and in 2005 more 
than 97% of its urban population lived 
in slums.8
The West Point slum in Monrovia, 
Liberia, has been a ﬂ ashpoint for that 
country’s epidemic. The community’s 
poor health infrastructure, lack of 
health education, and inadequate 
government-enforced quarantine 
have all contributed to the disease’s 
spread. WHO has reported that the 
bodies of West Point EVD victims were 
being thrown into an adjacent river in a 
desperate attempt to stem the disease 
and deal with the over whelming 
death toll.9 This in humane situation is 
another simple means for the disease’s 
transmission to new areas.
Slum residents can be a highly 
mobile population. Limited economic 
opportunities force slum residents 
to migrate, clandestinely and often 
illegally, to new cities and countries. 
This type of migration subverts 
anti-EVD screening measures and 
presents an imminent threat to other 
informal communities and the rest of 
the world.
The primary factor contributing 
to slum dwellers’ disproportionate 
disease burden—their invisibility and 
neglect—also makes them an ideal 
vehicle for the epidemic. EVD is only 
the beginning and only one disease; 
even if we are to control the current 
epidemic, the future introduction of 
this and other highly contagious and 
virulent microbes to and from global 
slums is inevitable. It is not suﬃ  cient 
just to talk about poverty, lack of 
health-care access, cultural practices, 
etc. It will be impossible to stem this 
epidemic and prevent future epi-
demics of emerging diseases without 
addressing the underlying structural 
and socioeconomic deter minants of 
disease unique to slums. Experts and 
politicians must acknow ledge their 
existence now and divert resources 
towards improving the conditions of 
urban slums.
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